Thailand's relatively rapid transition from traditional subsistence to modern consumer economy has already produced a demographic transition in death rates 1 and, in the 20th century, much of the dramatic decline in these rates was due to falling infant and child mortality. 2 As attained adult height reflects, among other things, childhood health and nutrition, alongside falling infant and childhood mortality, it would be expected that marked secular increases in height have occurred among Thais over the past 50 years.
As well as reflecting childhood conditions, attained adult height is associated with mortality in later life. Overall, short stature is associated with a higher total mortality, 3e6 although associations with cause-specific mortality appear to vary such that most studies have found an inverse association between attained adult height and coronary heart disease and stroke, 4 7 8 but a positive association with cancers such as those of the breast, prostate and colon. 9 10 The documentation of trends in height thus can not only help chart improvements in population health, but may also be a useful indicator of future health burdens.
Despite being well along its health transition, little information on secular changes in Thai height has been published. 11 12 Furthermore, despite distinct income inequalities that have existed between rural and urban Thais, 13 height changes in the two groups have not been compared. For these reasons the aims of the current study are to: document the average attained heights in different age groups of rural and urban-based participants in a large cohort study of male and female open university students in Thailand (the Thai Cohort Study), and to investigate factors associated with these secular changes.
METHODS
The overall aim of the Thai Cohort Study is to examine the health consequences of Thailand's rapid socioeconomic development and environmental change. 1 To this end participants were recruited from the student body of the Sukhothai Thammathirat Open University (STOU). STOU students reside all over Thailand and have a modest socioeconomic status. Many are rural dwellers and most have full-time jobs. In 2005, all STOU students who had completed at least their first semester of study (approximately 200 000) were mailed a questionnaire, information sheet and consent form. A total of 87 134 students (47 314 women and 39 820 men) returned completed questionnaires (44%). Participants were asked to record their height in centimetres (cm). We also requested information on factors related to socioeconomic status during childhood, including the area (rural or urban) in which they resided as a child (aged 10e12 years). The sensitive period for socioeconomic influences on height may be earlier than age 10e12 years, but this age was specified for greater accuracy of recall.
Statistical analyses
Analyses were conducted separately for men and women. As we were interested in comparing heights across different age groups, participants were initially grouped by birth year. Participants' ages ranged from 15 to 87 years, so we excluded those aged over 65 years (n¼76) to avoid a long tail in the first birth year category. Mean heights (cm) with 95% CI were calculated for each group. A similar comparison was made stratifying by area of residence (rural/urban) at age 10e12 years. The data were further assessed using simple linear regression with height as the outcome and mean-centred birth year (in decades) as the predictor. Stratification of these models by childhood area of residence suggested effect modification, so an interaction term for birth year and area of residence was added to the original model. Other childhood factors associated with attained adult height were assessed using multiple linear regression. All variables related to childhood circumstance were entered into the model, including: attained maternal and paternal level of education; sibling number; birth rank; birth size; whether breast fed in infancy; and the numbers of material resources in the home such as electricity, radio, television or a refrigerator at age 10e12 years. Variables relating to current circumstances (such as current income) were excluded to minimise the possibility of reverse causation.
We had two possible measures of birth size: self-reported birth weight (g) and relative birth size recalled by relatives (small, normal, large). When both questions were answered, the two measures were highly correlated, but the data for both were missing for a large proportion of participants. More (75% vs 40%) responded to the question on birth size recalled by relatives than on birth weight, so we used the former to estimate the effect on height change. Because a large amount of birth size data was missing we have reported the estimates for other childhood factors unadjusted for birth size. Of note, the only estimate materially changed by the addition of birth size to the model was that for breast feeding.
Birth rank was initially analysed in strata of number of siblings and age groups. The results from stratified analyses were similar to unstratified analyses and suggested that those later born were more likely to be taller than those first born, thus only a term for first born versus later born was included in the final model.
A variable indicative of childhood material resources was created by summing the positive responses from the following question: 'Which of the following did your home have when you were 10e12 years old? Electricity (generator or outside line), microwave, refrigerator, electric fan, air conditioning, television, video/tape/CD player, computer, telephone, mobile telephone, water heater, or washing machine. ' Ethics approval was obtained from Sukhothai Thammathirat Open University Research and Development Institute (protocol 0522/10) and the Australian National University Human Research Ethics Committee (protocol 2004344). Informed written consent was obtained from all participants.
RESULTS
Overall, 86 105 participants (99% of all cohort members) aged under 66 years reported their height. Table 1 shows the frequencies of various demographic factors as well as the indicators of childhood circumstances.
We found among both female and male participants that height increased with later birth year (table 2) .
For women, those born between 1986 and 1990 were almost 3 cm taller than women born between 1940 and 1956. Similarly, men born between 1986 and 1990 were on average 4 cm taller than men born between 1940 and 1956. This difference was even greater when considered jointly with area of residence at age 10e12 years (table 3) : the youngest group of urban-based men was on average 6.4 cm taller than the oldest group of rural-based men and the equivalent difference for women was 4.3 cm.
Mean heights with 95% CI for men ( figure 1A ) and women (figure 1B) by rural/urban location at age 10e12 years are shown in figure 1. Linear regression suggested an overall increase in height of 1.50 cm (95% CI 1.36 to 1.63) per decade for male urban dwellers compared with 1.01 cm (95% CI 0.93 to 1.09) per decade for male rural dwellers. For women the estimates were 1.32 cm (95% CI 1.20 to 1.43) for urban dwellers and 0.91 cm (95% CI 0.82 to 0.99) for rural dwellers. The interaction terms for birth year and area of residence (rural/urban) aged 10e12 years were highly significant for both men and women (p<0.0001). Table 4 shows the estimates of effect on height change of various measures of childhood circumstances. Participants' birth year remained a significant predictor of height after adjustment for the measured childhood factors, with approximately half a centimetre increase in height per decade for both women and men.
Several other childhood factors were significantly associated with attained adult height. Educational attainment of both parents was related to height of both men and women. Maternal education level was more important for women, such that those with mothers with tertiary education were on average 1.1 cm (95% CI 0.7 to 1.5 cm) taller than those whose mothers had no formal education; for men, paternal level of education was associated with the larger effect, such that men whose fathers had tertiary education were on average 1.4 cm (95% CI 1.0 to 1.8 cm) taller than men whose fathers had no formal education. Of the factors considered, birth size (recalled by relatives) was associated with the largest effects on height for both sexes. Women who were considered large or overweight at birth were on average approximately 2.8 cm taller than those considered small or underweight at birth, and the corresponding estimate for men was 3.3 cm. Those who reported having been breast fed were on average approximately 0.3 cm taller than those who reported they were not breast fed, although this effect disappeared when birth size was added to the model (0.05 cm; 95% CI À0.18 to 0.27 for women and À0.01 cm; 95% CI À0.33 to 0.31 for men). Having larger numbers of siblings was associated with shorter stature, with a more pronounced effect in men than women. Birth order was also important with both later born men and women tending to be taller than those first born.
In both sexes, those with a larger number of assets in the home at age 10e12 years were on average taller than those who had few assets, although the effect was not as large in women. As some of the technologies included in the assets score did not exist when the older participants were children, in addition to adjusting for birth year, we also stratified by birth year group. The same pattern was evident for all groups (results not shown) so we have presented only the birth year adjusted estimates.
DISCUSSION
Using data from 86 105 Thai open university students we have found evidence of a substantial increase in average attained adult height among both men and women born between 1940 and 1990, amounting overall to approximately 1 cm increase in height per decade. A rural/urban difference was strikingly evident such that the rate of increase in height has been approximately 0.5 cm per decade greater among men reared in urban areas compared with those from rural areas and 0.4 cm per decade greater for urban compared with rural women. Multivariable analyses showed that other indicators of childhood circumstances, such as parental education levels, household assets, birth size, sibling number and birth rank, were also significantly associated with attained adult height but did not completely account for the effect of birth year.
The strengths of our study include the large numbers of both male and female participants. The study group represents well the overall Thai population in terms of sex distribution, median income, region of residence and religion. 1 However, individuals in their 20s and 30s were overrepresented in the study, and it is also likely that the study population includes fewer individuals of very high or very low socioeconomic status. Study participants are also slightly more educated than the average Thai. Our results may thus be most applicable to the group of upwardly mobile Thais who have been most affected by the socioeconomic transition of Thailand over the past 50 years.
One limitation of the study was that height was self-reported and overestimation is the norm in this situation including among STOU students,.
14 Another limitation was the crosssectional nature of the data collection, such that height was not recorded at the same age for all participants. Some younger participants would not have reached full adult height at the time of the survey, so we may have underestimated the mean adult height for those born between 1986 and 1990. Furthermore, if height is associated with survival in this population (as it appears to be in others) then it may be that the older participants here are, on average, taller than their Thai birth cohort as a whole. It is possible, therefore, that the height differences between older and younger birth cohorts are actually greater than we have found here. Conversely, age-related shrinkage might mean that the recorded heights of our older cohorts are lower than their attained adult heights. However, we feel this is less likely to be a problem because height was self-reported. Studies (from western populations) suggest that overreporting of height significantly increases with age, 15 16 probably reflecting a tendency among older people to report attained rather than current height.
Some of the factors we investigated related to childhood circumstances present many years earlier, so there may have been recall errors. However, it is unlikely that taller participants would recall events in a systematically different way to shorter participants and thus bias our results. We also did not have any information on parental or sibling heights so were unable to consider the role of genetic factors in attained adult height. To our knowledge only one study has previously published data on secular changes in attained adult height in Thailand. 11 That study used the measured heights of male, Bangkok-based military recruits born between 1951 and 1985, and found that average height increased by approximately 1.3 cm per decade. Urban/rural differences could not be considered in that study and the population may have been of slightly lower socioeconomic status, but the findings overall were in close accord with what we have found here for men. Studies of urban-based populations from China 17 and Hong Kong 18 covering similar time periods suggested similar secular increases of 1.3/1.1 cm per decade and 1.2/0.9 cm per decade, respectively, for men and women. For Japan 19 and Korea 20 data from longer time periods have suggested slightly greater increases of 1.5 cm (Japan national) and 2 cm (Korea urban) per decade for women and 2 cm per decade for men (Japan).
Attained adult height reflects, among other things, childhood health and nutrition, 21 22 and thus the greater average heights that we have observed in the younger compared to the older participants suggests a marked improvement in childhood conditions in Thailand over the second half of the 20th century. This is in keeping with the large increase in gross domestic product per capita that has occurred over this period (gross domestic product per capita increased from US$990 in 1950 to US$4267 in 1990; international purchasing power parity dollarsdconstant year 2000 prices). 23 However, the benefit seems to have been unequally distributed as the rate of increase in height appears to have been substantially greater for urban compared with rural dwellers. Ruraleurban differences in height have been reported in European 24 25 and Asian 26 27 populations but, at least in the European studies, height differences by locale appear to be decreasing rather than increasing. However, in Thailand increasing income inequality between rural and urban populations has been apparent from the 1960s through to at least the early 1990s, 13 spanning the years in which the majority of our cohort members were children. The increasing height differences we have observed between rural and urban dwellers therefore probably reflects widening economic disparities between urban and rural communities and concomitant effects on childhood health and nutrition.
Our other findings in relation to childhood circumstances reflect what has been observed in a variety of countries (both developed and developing), including the positive relation between height and birth size, 27e29 parental levels of education, 25 and number of assets in the family home 30 ; and the inverse relation between height and family size. 28 31 32 The suggestion that later born children are on average taller than those first born has also been reported elsewhere, 33 34 although others have found the inverse to be true. 28 35 It may be that issues such as birth spacing and cultural influences on care patterns in families account for these differences, but we did not have the relevant data to explore this issue further. Overall, our findings in relation to childhood circumstances most likely reflect the effect on growth of access to resources in early childhood and ultimately the adequacy of nutrition (both quality and quantity) and the ability to control childhood infection. 21 22 Our findings may also have implications for future health trends in Thailand, particularly in relation to chronic diseases. In general, greater height is associated with lower overall mortality. 3e6 In particular, greater height is associated with a decreased risk of death from stroke, 4e6 coronary artery disease, 4 7 respiratory disease 4e6 and external causes. 6 This suggests that the secular increase in height should have beneficial effects on the profile of some chronic diseases in Thailand. A caveat to this is that the prevalence of other risk factors for diseases of the circulatory system is likely to increase as western diets and Figure 1 Mean heights and 95% CI among (a) Thai men and (b) Thai women who resided in rural or urban locations at age 10e12 years.
lifestyles are increasingly adopted. Our work suggests that this could be of particular concern in rural areas where the relative height deficit combined with an increasingly energy-dense diet and sedentary lifestyle could result in substantial levels of obesity. Recent work based on the Thai National Health Examination Surveys suggest indeed that rates of obesity are increasing more rapidly in rural than urban areas. 36 Height is also positively associated with a number of cancers, particularly those of the breast, prostate and colon. 9 It is likely, therefore, that rates of these types of cancers (currently relatively rare in Thailand compared with western populations) 37 will increase with the increase in average heights.
In conclusion, we have found evidence of a marked secular increase in the height of Thais in the second half of the 20th century reflecting the rapid socioeconomic development of Thailand over this period. While these changes suggest overall yEstimates calculated using data from those who reported birth size (w75% of cohort), adjusted for all listed factors. zWhen birth size is added to the model the effect of breast feeding is negligible (0.05 cm, 95% CI À0.18 to 0.27 for women and À0.01 cm, 95% CI À0.33 to 0.31 for men).
What is already known on this subject
Thailand has undergone rapid socioeconomic development over the past 50 years with associate changes in population health. Secular trends in adult height reveal population health transitions, but such changes in Thailand, particularly urban/rural contrasts, are little studied.
What this study adds
Average heights increased approximately 1 cm per decade in those born between 1940 and 1990, with urban Thais increasing approximately 0.5 cm more per decade than rural dwellers. Parental education, household assets, birth size, family size and birth rank were also significantly associated with height. This marked secular increase in Thai heights reflects improved child health and nutrition, but rural-born Thais have benefited less. They still tend to be of modest stature as adults, and now face a nutrition transition with a food surplus, obesity and its consequences.
positive health outcomes, they may also reveal opportunities for health interventions, particularly for rural-born Thais who appear to have, at least until the latter part of the 20th century, benefited to a lesser extent from the secular trend in height.
